time jobs have combined to undermine employment as a base for health insurance coverage for working families. 1' 2 As a result, the nation has seen a steady increase in the number and proportion of working-age Americans without insurance throughout the 1990s: from March 1989 to March 1997, the number of uninsured increased from 33 to 42 million, a jump from 15.2% to 17.6% of the under-65 population. 3 Recent projections suggest that the number of uninsured will reach 47 million in 8 years, with one American in five uninsured. 4 The rise in the number of uninsured comes at a time when access to health care is likely to be ever more difficult to obtain for those who cannot pay. In a search to contain health costs, public and private purchasers of health insurance have turned to managed-care plans with an endorsement of intense efforts to negotiate deep discounts and reduce payments for care for the insured. Enrollment of insured beneficiaries in managed-care plans has proceeded so rapidly that 8 in 10 workers employed by medium and large employers were enrolled in some form of managed care by 1997, compared with 56% in 1992 and 29% in 48% of Medicaid beneficiaries were enrolled in managed-care plans by 1997, quadruple the percentage in 1991 (9.5%). 6
As managed-care plans gain increasing leverage over physicians and hospitals, the resulting downward pressure on payments for the insured may well be squeezing out cross-subsidies that historically have helped pay for care for the uninsured. With direct public support of free or subsidized care also shrinking, public clinics, hospitals and health departments may well find themselves with diminished ability to provide free or reduced-price care. Thus, although the nation remains rich in medical care resources, current trends spell a future of more severe access barriers for the uninsured.
Among all families, low-income working families are likely to be most vulnerable to loss of coverage and access to care. Indeed, most of the growth in the uninsured has been concentrated among low-wage and moderate-wage workers:
in the United States, three of four uninsured adults are working full (58%) or part time (18%), and about two-thirds of the uninsured have incomes within twice the federal poverty level. With incomes that are just high enough to bar them from Medicaid or other public insurance programs, low-wage families with incomes of $25,000 or less and without employer-paid health benefits are left on their own to face annual health insurance premiums that average $2,500 for a single person and $6,000 for family coverage. 7 Working families may well find themselves playing by society's rules of working hard for a living, yet be caught without the keys to the doors of a changing health care system.
To counteract the erosion of private health insurance, a few states have extended Medicaid or new public, subsidized coverage to otherwise uninsured working families. As a result, availability of affordable health insurance coverage has become increasingly variable and dependent on where families live. With public policies varying by state, monitoring the net impact of market and policies on access to care requires analysis of families' experiences within and across different states. National surveys would otherwise mask the extent to which state efforts are making a difference in coverage and access. Income Survey looks to families for insights into coverage and access experiences amid complex system changes.*
The following analysis of survey findings focuses on the extent to which lowincome families are at risk for being uninsured and the consequences of lack of insurance on access and quality of care. 
INSURANCE GROUPS
The survey included questions about experience with lapses in insurance in the previous 2 years, as well as current insurance status. In the analysis presented here, we used this information to classify adults into one of three health insurance groups: continuously insured (insured now with no gap in 2 years), recently uninsured (insured now, but lapse in the past 2 years), and currently uninsured.
Throughout the analysis, we contrast the experience of the two groups of uninsured adults with those with no recent time without insurance.
ACCESS MEASURES
The survey included six questions that directly asked adults about any problems getting care in the past year. The questions asked whether, in the past year, the respondent had a time they did not get needed care, had a time when they were refused care, or whether they had encountered problems with getting prescription drugs, specialty care, diagnostic tests, or mental health and therapy services.
Along with responses for each of the six questions, our analysis used a composite variable that indicates at least one of the six access problems. The questionnaire also included questions about usual source of care, regular doctor, and use of physician services.
By targeting low-income families, the survey sought to examine experiences of those most vulnerable to access barriers and gaps in coverage absent subsidized care or coverage. By design, the screening produced a sample of low-income adults: half of respondents had annual family incomes of $15,000 or less; 9 of 10 had incomes below $35,000. Yet, clue to the reliance on telephone interviews, the findings below may well understate the risk to low-income families by missing the experience of those without phones. Families without phones are likely to be at even higher risk due to the combined impact of severe poverty and lack of insurance coverage.
Across the five states, low-income adults are at high risk of being uninsured or having a recent time without insurance. In total, two of five adults (41%) either were uninsured at the time of the survey or had a time without insurance in the past 2 years. The likelihood of being uninsured or recently uninsured ranged from a low of 34% of low-income adults currently uninsured or with a gap in coverage over the last 2 years in Minnesota, to 35% in Tennessee, 43% in Oregon, 47% in Florida, and 48% in Texas (Fig. 1 ).
Low-income adults with any time uninsured in the past 2 years were likely to have been uninsured for long periods. Of uninsured adults, 7 in 10 had been uninsured for 1 year or more of the past 2 years. Moreover, only I in 10 of those with a time uninsured had been uninsured for 3 months or less of the preceding 2 years (Fig. 2 ).
Working provides little protection for low-income adults against the risks of being uninsured. Whether working full time, part time, or self-employed, onethird or more of low-income adults reported that they were either currently uninsured or recently uninsured. Indeed, part-time and self-employed workers were as likely to report a time uninsured as were those who were currently unemployed: 43% of part-time and 56% of self-employed workers had a time uninsured, compared with 45% of the unemployed (Table I) .
Working also provided little protection against long periods without coverage.
Low-income adults in all work categories were at high risk for lengthy spells without insurance. Full-time or part-time workers with any gap in coverage during the 2 years (including those currently uninsured) were likely to have been uninsured for most of the 2-year period (Fig. 3 ).
As the income decreases, the risk for a time without insurance increases. Half of adults with incomes at or below federal poverty levels ($10,000 for a twoperson family at the time of the survey) had a time uninsured compared with 28% of those with incomes between 200% and 250% of poverty. As illustrated by Table I , the percentage with a gap or currently uninsured declined as income relative to poverty increased.
Although younger adults were at higher risk of having a time without coverage, risks remained high across all age groups. Despite increasing needs for health care to address the onset of chronic conditions and aging, one-third of low-income adults aged 50 to 64 reported a time uninsured. Risks remained high regardless of health status. In fact, those in excellent health were slightly more likely to have been continuously insured for the most recent 2 years than were those in fair or poor health.
Poverty rather than health status was the best predictor of the likelihood of long periods without health insurance, as well as the likelihood of being unin- uninsured are healthy, low-income adults suffering long periods without health insurance were as likely to be in fair or poor health as were those with only short lapses in coverage. Those with continuous coverage were somewhat more likely to be in excellent health and less likely to be in fair or poor health than those who had been uninsured for 19 or more of the previous 24 months (Table II) .
"ACK OF I.SURA.CE UNO~R~,N~S ACCESS TO CARE
Being uninsured or having a recent gap in coverage sharply increased the difficulty of obtaining needed care (Table III) . Adults with a lapse in coverage in the previous 2 years, as well as those currently uninsured, were two to three times more likely to report access problems than were those with continuous coverage based on responses to an array of questions on access to care and use of services.
Uninsured adults with health problems were at even higher risk: two-thirds of the uninsured in poor health encountered access barriers in the previous year.
Uninsured Are Two to Three Times as Likely to Go Without Needed Care.
Whether currently uninsured or recently uninsured, lack of insurance at least doubled the likelihood of an access problem for low-income uninsured adults compared with those with continuous coverage. When asked whether there had been a time "when you didn't get needed care" in the past year, one in five currently uninsured adults said "yes," three times the rate reported by continuously insured adults. Access problems were compounded by health problems. One-third of currently uninsured adults in fair or poor health or with a recent serious illness Adults who were recently uninsured were also at high risk of encountering access barriers, with 17% having a time they did not get needed care in the past year, more than double the rate of those continuously insured (7%). Among those in poorer health, adults with a gap in coverage were, again, twice as likely to have had time without needed care: 27% reported such a time.
The composite measure of six access problems highlights the extent to which insurance matters for access. Whether currently or recently uninsured, uninsured adults were twice as likely to have had at least one of the six problems compared with adults who had been covered continuously. One-third of the currently uninsured had encountered at least one of six problems, as had 27% of those with a recent gap in coverage, compared with 14% of persons with continuous coverage.
Comparison of access across insurance groups and health status underscores the strong relationship of health, access, and insurance for low-income adults.
The worse the health status, the greater is the likelihood of access problems, controlling for insurance coverage. Lack of insurance compounds the problems.
Within each health status group, being currently or recently uninsured doubles or more the risk of access problems. As illustrated by Fig. 4 , for low-income adults, being uninsured and in poor health meant access problems for the majority of adults surveyed: two-thirds of the currently uninsured in poor health reported a problem getting care, as did half of those recently uninsured.
Uninsured Lack Regular Care. Past studies have found that having a regular provider or source of primary care is instrumental in providing preventive care
and timely services and, over time, in preventing unnecessary hospitalization and more serious acute-care episodes. 1~ Having both a regular doctor and preventive care thus mark the likelihood that continuity of care and access exist.
For low-income adults, the survey found that insurance is critical for having a regular source of care. More than half of currently uninsured adults reported no regular doctor, compared with 27% of those with continuous coverage. One in six uninsured adults said she or he relied on a hospital emergency room or "nowhere" as a source of care when sick. Of the uninsured, one-fourth reported no visit to a physician in the previous year.
Even more troubling, low-income adults with health problems were no more likely to report a regular provider. More than half (57%) of currently uninsured adults with health problems and one-third of those with a gap in insurance had no regular doctor. One-fourth of the uninsured with health problems continued to rely on an emergency room or nowhere as a usual place for care (Table IV) . fThe base for preventive care questions varies by age of the respondent.
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Moreover, despite their health concerns, one-fourth of the uninsured with health problems had not visited a physician in the past year.
Adults who were currently insured but had been uninsured recently were also at risk. However, having insurance now appeared to facilitate more-regular contacts with physicians. On many of the physician contact measures, the recently uninsured appeared more similar to those with continuous coverage than to those currently without insurance.
Preventive Care: Rare for Uninsured Low-income Adults. The survey found generally low rates of preventive care services across all groups of low-income women and men. However, preventive care was notably rare for the uninsured. Twothirds or more of low-income, currently uninsured women said they had not had a breast examination or mammogram in the past year, and more than half said they had not had a Papanicolaou test. Similarly, currently uninsured men were unlikely to receive preventive care: three-fourths of uninsured men aged 50 or older had not had a prostate examination, compared with 59% of those men with continuous insurance (Table IV) . Recently uninsured individuals were also more likely than women and men with continuous coverage to say that they had not received preventive care services in the prior year.
The likelihood of preventive care for uninsured adults did not improve among those in worse health. Although those with health problems might be expected to have more-frequent contacts with the health care system and, as a result, catch up on preventive care, lack of insurance continued to erode the likelihood of care. Nearly half or more of both uninsured groups reported no preventive care
in file past year on the various measures of care.
IOWER-QUALITY CARE SIGNALED BY WORSE PATIENT CARE EXPER|ENCES FOR UNINSURED ADULTS
The quality of care that uninsured and low-income patients receive has long been of concern. Past studies have found that lack of insurance can lead to differential treatment and more negative health outcomes, as well as care foregone. In other words, being uninsured is often a predictor of lower-quality care. 12-14 Even with insurance, low-income patients may be at risk for poor-quality care if their insurance identifies them as being in a separate, lower class of patients. This survey of low-income adults confirmed findings from other studies:
insurance matters for quality of care. The uninsured were notably more likely to rate care they received negatively than were adults with continuous coverage.
Negative Ratings of Care Overall. On a 4-point scale ranging from excellent to good, fair, and poor, currently uninsured adults were nearly twice as likely to rate services and doctors' care negatively overall as were the continuously insured: nearly one-third of those giving care received a negative rating. Care experiences were even worse for uninsured adults with health problems: nearly half (47%) of uninsured adults with health problems rated overall care negatively (Table V) . and recent lapses of insurance were 50% more likely to rate services and doctor care overall negatively as were those with no breaks in coverage.
Physician Care Experiences

Waiting Time and Time with Physicians Is of Concern. Low-income uninsured
adults also expressed strong concerns about waiting time. Whether waiting for an appointment or in a doctor's office, those currently without insurance or with a recent time uninsured were more likely to rate waits negatively than those with continuous coverage. Waiting times for appointments and in the doctor's office were of particular concern for the uninsured with health problems: half of the currently uninsured reported problems with office waits, and 44% reported problems with the time it took to get appointments. The recently uninsured also rated waits negatively: 35% rated waits for appointments and 45% rated waits in doctors' offices as fair or poor. In general, time with physicians is of concern; based on these reports, the uninsured wait longer for care and believe their doctors spend insufficient time with them.
STATE VARIATIONS: COVERAGE VARIES DRAMATICALLY BY STATE
As reported in an earlier article based on the survey, 15 state policies regarding the availability of Medicaid and other publicly subsidized coverage resulted in dramatic differences in coverage patterns reported by respondents across the five survey states. As illustrated in Figs. i and 5, the likelihood of being currently uninsured was much lower in the three states that have expanded coverage (Minnesota, Oregon, and Tennessee) than in the two states maintaining traditional 19 months or more of the preceding 24 months. In contrast, relatively fewer uninsured adults endured lengthy gaps in coverage in the three expansion states:
43% of the uninsured in Minnesota, 40% in Oregon, and 30% in Tennessee were uninsured for 19 months of the preceding 2 years. These patterns across states of lack of insurance and time without coverage held irrespective of work status.
The three states that had expanded public programs to working families with incomes up to or beyond poverty exhibited a clear pattern of improved coverage as a result of these efforts. Not only were fewer workers uninsured in Mi~mesota, Oregon, and Tennessee, those uninsured were uninsured for shorter periods.
ACCESS A SHARED CONCERN ACROSS STATES FOR THE UNINSURED
Access variations across states were mainly driven by insurance coverage (Table   VI) . In fact, within each of the three insurance status groups, reported access problems were remarkably similar across the five states. In all five states, the likelihood of an access problem was at least doubled when comparing the cur- tThe six access problems include not getting needed care in past year, refused care in past year, or having a major or minor problem getting medication, diagnostic tests, specialty care, or mental health and physical therapy care.
Similarly, the likelihood of having no regular provider was similar across the five states after controlling for insurance status. One-half or more of the currently uninsured in each state had no regular provider, compared with one-fourth to one-third of the continuously insured.
In sum, having insurance and keeping it continuously appeared to be the critical factor in explaining access differences across states. Knowing whether the low-income adult had continuous coverage, had been recently uninsured, or was currently uninsured was more predictive of access problems than state of residence. The strategies employed by officials in Minnesota, Oregon, and Tennessee to improve the insurance coverage of their low-income adult populations appear to be paying off in terms of reduced likelihood of access problems.
DISCUSSION AND IMPLICATIONS
The survey findings lead to one central conclusion: without public action to make care about them suggests that care may be less effective than it otherwise could be, eroding the benefits of services and health outcomes over time.
The experiences of those in poor health who are uninsured negate hopes that somehow those with greater health care needs will be cared for or find insurance when they need it. The uninsured, including those without coverage for lengthy periods, are, if anything, sicker than low-income adults with continuous coverage. These data indicate that national efforts to estimate the uninsured population are likely to undercount the population at risk. To the extent that surveys ask only about current insurance status or, instead, ask whether the respondent has had any time with coverage, estimates will miss those who are in and out of coverage during the year and, as a result, will underestimate the proportion of the population who are likely to face barriers to care due to being uninsured. For lowincome adults, the undercount is likely to be particularly severe due to the high turnover rates in Medicaid and less-stable work relationships. 17 Notably, the annual US Census Current Population Survey, the source of annual estimates of the uninsured, is particularly likely to underestimate the extent to which low-income families are at risk, since it asks only whether a respondent has had any coverage in the past year and not whether families have had periods without insurance.
The finding that periods without coverage undermine access further indicate that policies to provide coverage to low-income families need to focus on continuity of coverage and providing temporary havens in time of need. Strategies that allow families to continue their health insurance coverage as their incomes, work status, or family status change are essential to curb the access difficulties that arise from lapses in coverage. The extent to which working families can maintain Medicaid coverage when they take a job, increase their work hours, or earn a raise will be critical in reducing gaps in coverage as family status changes due to business cycles or fluctuations in job markets or life-cycle transitions.
SUB$1DIZs |NSURANCE FOR loW-WAGE FAMILIES |S ESSENTIAL
Amid the erosion of employment-based coverage for working families, Medicaid has emerged as an essential support. The survey found that, without Medicaid, half of low-income adults would likely have been uninsured, and the length of time without coverage was shorter in states with expanded public programs.
These findings regarding expansions that reach up the income ladder to cover low-wage workers underscore the importance of public health insurance for lowincome families.
Subsidized premiums will be necessary to make premiums affordable. At minimum wage, it takes more than one worker, working full time, to pull a family out of the poverty income range. Even with two workers working full time, family income would be around $25,000. At these levels, $6,000 annual health insurance premiums for families are prohibitive. Unless employers or public programs pay part of the costs, health insurance will be beyond the reach of those with incomes at or near poverty levels.
Yet, dependence on state-initiated expansions is not likely to suffice to meet the national need. While three of the states in this study have expanded coverage, the majority of states have not broadened eligibility for adults beyond that required by federal law for low-income pregnant women. To date, federal policy has focused primarily on expanding coverage for children, leaving their parents to fend for themselves. This survey highlights the vulnerability of adults and the need for national expansions to all members of low-income families.
In coming years, public program expansions may be necessary to maintain coverage, much less decrease the number of uninsured. With welfare reform requiring more families to leave welfare rolls over time, the traditional doorway into Medicaid coverage will be closing for many low-wage workers. Yet, federal law has left Medicaid coverage standards linked to state welfare standards, with no recognition that the wages earned from even minimum wage jobs are likely to put families beyond standards for welfare, yet leave them too poor to buy coverage on their own. Federal reforms in support of state efforts to expand coverage for adults, as well as children, are likely to be necessary to offset what would otherwise be an increase in the numbers of uninsured low-wage workers.
Those leaving the welfare rolls are unlikely to have employer-paid coverage available.
Given the dynamic restructuring taking place in insurance markets and the workplace, low-income adults are likely to be at increasing risk of being uninsured without federal initiatives to expand coverage. Taking the next steps in incremental reform appears necessary to meet the needs of the changing workforce and economy.
